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1. PLACE OF DEATH
. COUNTY

Buchanan

2. USUAL RESIDENCE [Where decossed lived.

a. STATE

Ty

I¥ institution: Residence before

b. COUNTY Buchanan sdmission)

Inside Limits

(8]

Rev. 4/ 59 b. CITY {If outsids corporate limits, give TOWNSHIP only) Length of say in 1b c. CITY
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Inside Limits

d. SIREEY .
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'S5\

25117
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Yes [1 No [
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HOSPITAL OR

instimutioN 305 “eaver

NAME OF DECEASED
{Type or print)

“305 Beaver

4, Dé\":li . Month - Day -
veant. April 14, 1963
AGE (last birthday) |IF UNDER T YEAR | IF UNDER 24 HR

é.69 9 3 _ [ Montha Days Hours Min.

BIRTHPLACE (City and stete or country)
Savannah Mo

DATE AMENDED

Yor [ No O

First

John

6. COLOR OR RACE
te

Give kind of work dom.

Middla

T

7. Married
Widow:

_Last :
Painter -

Never Married ] [8. DAT OF B&‘I’H
Divorced [] ‘E
11,

Year

. SEX
Male
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Thomas Painter
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10b. KIND OF BUSINESS OR INDUSTRY

Hogplital

13b. MOTHER’S MAIDEN NAME

Unk

12. CITIZEN OF WHAT COUNTRY

U.S ..A.
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Mrs., Caryl Roberts, St. Joseph, Mo
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PART 1. DEATH WAS CAUSED 8

IMMEDIATE CAUSE (2] Generalized Arteriosclerosis

IB CAUSE OF DEATH {Entar only one caunse per line far (a), (b), and (c).
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19. WAS AUTOPSY
FORMED?
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20c. VIME OF
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a O ’ .

Hour . Month, Day, Year

a.m, N R

p.m. ' .

20d. 20s. PLACE OF INJIJRY [e.a., in or aboit home, | 20f CITY, TOWN, OR LOCATION
wl-Jl'i't.aEYAgrcV%g%“D farm, factory, street, office bidg., eic)

NOT. WHILE AT W%!RK a )
7 ssad fr;,m"r i 1/9 ,63 ln_4/14/b3 -and Jast nwﬁ;‘ alive an 3/27/63

12 :20? OM' —_—m o.n the date stated above, and -ro the best of my knowledge, from the causes stated.
‘ 5. ADDRESS Soclal Welfare Board |
joth & 0live,St. Joseph, Moe

€ OECEMETERY OR CREMATORY .1 23d. LOCATION (City, town, or. counfy)

Mt. Auburg Cemetery |St. Jos ephy Yo
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COUNTY

OR
TYPEWRITER RIBBON

ol attended t'i'm d
Death occurred at.

22c, DATE SlGNED
L/17/63

{State):

USE BLACK INK

SHOULD READ -

C H.Bas éa so¢. MERERL cERTIFICATION

BURIAL, CREMAYTOR
= Emov.ojt- {Specify) _

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT. BY LICENSED EMBALMER

hereby ceriify. that the body whose name is recorded on the reverse side- of this cet:ificdtg_was embalmed by me,

working under my personal supervision.-w

Student
Signature of Student Embalmer

Notfe: The -above MUST BE SIGNED BY THE LICENSED EMBAI.MER in h1s OWN HANDWRITING
“with 'rhe above: .constitutes . grc:unds for revocation of license).
* If embalmed by's STUDENT, he also shall sign in his OWN handwriting.:
If this body is not embalmed, fact should be so stated above.
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